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 S 000 Initial Comments  S 000

Surveyor: 28849

This Statement of Deficiencies was generated as 

a result of a State Licensure abbreviated survey 

complaint investigation conducted in your facility 

on 01/15/09 in accordance with Nevada 

Administrative Code, Chapter 449, Hospitals.

Complaint #NV00023711 was substantiated with 

two deficiencies cited. 

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

 S 267

SS=D
NAC 449.352 Social Services

3. A hospital shall provide to each patient access 

to related social services based on the assessed 

needs of the patient.

This Regulation  is not met as evidenced by:

 S 267

Surveyor: 28849

Based upon interview and record review, it was 

determined that the facility did not provide social 

services for one of three sampled patients 

(Patient Identifier: 1).

Severity: 2 Scope: 1

 S 300

SS=D
NAC 449.3622 Appropriate Care of Patient

1. Each patient must receive, and the hospital 

shall provide or arrange for, individualized care, 

treatment and rehabilitation based on the 

assessment of the patient that is appropriate to 

the needs of the patient and the severity of the 

disease, condition, impairment or disability from 

 S 300

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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which the patient is suffering.

This Regulation  is not met as evidenced by:

Surveyor: 28849

Based upon record review and interview, it was 

determined that the facility did not ensure that 

restraint use was documented per facility policy 

entitled "Restaints and Seclusion" for one of three 

sampled patients (Patient Identifier: 1).

Severity: 2 Scope: 1.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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